hypertension. The patient was a smoker (30 pack-years), her weight was 60 kg, height was 155 cm, BMI 25 kg/m 2 , and she reported no weight gain during the last 12 months. A proximal myopathy was observed. The 24-h urinary cortisol excretion was increased (925 µg/24h; normal range 36-137 µg/24 h) confirming the diagnosis of endogenous Cushing's syndrome. The patient had a hypogonadotropic amenorrhea, but no other pituitary deficiencies (Table 1) . Following the administration of corticotropin-releasing hormone, there was a nearly 2-fold increase in circulating ACTH, but no significant stimulation of cortisol secretion (Table 2) .
We further performed a high-dose dexamethasone suppression testing administering 4 × 0.5 mg dexamethasone/d at days 1 and 2, followed by 4 × 2 mg dexamethasone/day at days 3 and 4. Although the patient had a previous sleeve gastrectomy, which is shown to accelerate gastric emptying and small intestinal transit, and may impair drug absorption, the test resulted in an about 85% suppression of cortisol to 2.4 µg/dL indicating a corticotroph tumor, but did not significantly impact ACTH (plasma ACTH 15 pg/ mL at day 5), diagnosing an ACTH-dependent Cushing's syndrome.
We next performed MRI of the sellar region including dynamic images, revealing a normal pituitary gland without any signs of a hypointense mass or a deviation of the pituitary stalk. However, a contrast-enhancing polypoid structure was found on the right sphenoid wall (Figure 1 ).
In the context of noticeable ACTH stimulation following the CRH test, but no visible pituitary adenoma in the sella MRI, our pituitary multidisciplinary board decided to perform an inferior pertrosal sinus sampling (IPSS) for the differential diagnosis between pituitary Cushing's disease and ectopic Cushing's syndrome. The IPSS results confirm the central origin of ACTH secretion, demonstrating significantly increased ACTH concentrations in the right inferior petrosal sinus ( Table 2) .
We next performed an endoscopic transnasal transsphenoidal operation utilizing intraoperative navigation guidance, 2 inspecting the right endosellar region without finding any signs of a pituitary adenoma and resecting the polypoid mass within the sphenoid sinus ( Figure 1 ). Histopathological examinations of the polypoid structure revealed a tumor tissue with a relatively high cell density and a ciliated epithelium on the surface. The entire tissue was covered by a dense blood-filled capillary network. Mitotic figures were only occasionally seen, MIB-1 proliferation index was 4.8%. Immunohistochemical examination showed a strong and extensive expression of ACTH, leading to the diagnosis of a corticotroph adenoma located in the right sphenoid sinus ( Figure 2 ).
Three years postoperatively the patient is in remission, last morning cortisol level was 5.7 µg/dL, ACTH 14 pg/mL and 24-hours urinary cortisol excretion at 4 µg/24 h, with no signs of remaining or recurrent tumor tissue seen on postoperative MRI.
| DISCUSSION
Here, we report a case of Cushing's syndrome due to a histologically confirmed ectopic corticotroph adenoma located in the right sphenoid sinus. To date, only 49 cases of ectopic corticotroph adenomas outside the sella turcica have been reported and are thought to develop from pituitary cells located in the trajectory of Rathke's pouch, the embryogenic structure leading to the anterior pituitary. [3] [4] [5] [6] [7] [8] [9] Ectopic corticotroph adenomas located in the parasellar or cavernous sinuses behave similarly to anterior pituitary corticotroph adenomas during both stimulatory and suppression tests performed for the differential diagnosis of Cushing's disease. 4, 9 Moreover, inferior petrosal sinuses drain the whole cavernous sinus into the respective internal jugular veins, so IPSS results confirm the central origin of ACTH secretion. This is the reason why ectopic corticotroph adenomas in the parasellar or cavernous sinuses might often be undiagnosed, while remission might be achieved following parasellar irradiation or bilateral adrenalectomy after unsuccessful pituitary surgery. 9 Corticotroph adenomas often represent microadenomas (<10 mm; 75%-90%) and cannot be detected in up to 40% by radiological imaging. 3 Five cases of Nelson's syndrome deriving from a parasellar corticotroph adenoma have been reported following bilateral adrenalectomy. In the case presented here, the medical history suggests a disease onset 12 months before admission to our department. The patient had arterial hypertension, proximal myopathy, osteoporosis, hirsutism, and secondary amenorrhea. In this case, Cushing's syndrome developed 10 years after sleeve gastrectomy and was associated with neither weight gain nor diabetes, despite previous severe adiposity and a positive family history for diabetes. It appears plausible that the neuroendocrine changes leading to weight loss and diabetes remission after bariatric surgery might also inhibit/prevent the glucocorticoid-induced changes on energy homeostasis and carbohydrate metabolism; this hypothesis remains to be verified in future studies.
T A B L E 1 Preoperative laboratory values
Although a clear MIB-1 cutoff value has been removed from the current 2017 WHO Classification to identify tumors with an aggressive biological behavior, 10 a high proliferation index in the presented case indicates a possible tumor recurrence. Although the tumor was resected in toto, the patient will be followed up by yearly clinical examinations and hormone level measurements, as well as with regular MRI controls. 
